Objectives. Although previous research theorizes that cross-national variation in the relationship between family ties and health is due to nation-level differences in culture and policy/economics, no study has examined this theorization empirically.
G
ERONTOlOGiCAl and sociological literatures highlight the potential health benefits of family linked lives across the life course. However, it is unknown whether and how the relationship between family ties and health varies cross-nationally. Previous studies suggest that family ties differ depending on a nation's culture or policy/economic structure (Alber & Kohler, 2004; Kohli, Hank, & Künemund, 2009; Mair, 2013) . Therefore, the relationship between family ties and health may also differ along these national characteristics. For example, older adults in nations with a strong cultural emphasis on the family may have a particularly high association between family ties and health. in addition, living in a nation with a strong public pension system may yield a stronger association between family ties and health, as intergenerational relationships are less financially strained. Despite theoretical speculation about these topics, no study to date uses empirical measures of national cultural and policy/economic characteristics to examine variation in the relationship between family ties and health cross-nationally. This article addresses this gap in the literature by examining a uniquely created multilevel data set of older adults in 14 European nations. By documenting the diverse association between family ties and health cross-nationally, scholars will be better able to encourage health-promoting policies in a variety of cultural and economic contexts.
Family Ties and Health
Family ties may be an important source of health promotion for older adults. The life course perspective's principle of linked lives emphasizes the influence of social relationships across the life span (Elder, 1985) . Family ties may yield emotional, financial, or practical support that buffers negative influences and leads to enhanced well-being (Berkman, Glass, Brissette, & Seeman, 2000; Cobb, 1976; Connidis, 2010; Ferlander, 2007) . Although social ties do not always translate into social resources that promote health, the mere presence of ties is an important first indicator. Marriages/ partnerships and intergenerational relationships with aging parents and/or adult children represent the most common forms of ties available to older adults (Connidis, 2010) . These family ties are complex, but their presence represents the potential for health enhancement. For those older adults who have living parents, consistent positive contact may be an opportunity to strengthen intergenerational solidarity and therefore promote well-being (Silverstein & Giarrusso, 2010) . Further, although European older adults on average give more assistance to children than they receive (Bӧrsch-Supan et al., 2008) , having children represents another potential source of intergenerational support. The role of child ties can be further defined by the extent of chosen contact between generations. Although an overwhelming majority (90%-99%) of European older adults has at least weekly contact with children (Bӧrsch-Supan et al., 2008) ,
984
Downloaded from https://academic.oup.com/psychsocgerontology/article-abstract/68/6/984/657690 by guest on 13 March 2019 coresidence with children varies greatly and may be the result of a cultural, functional, or financial decision.
However, not all family ties are associated with health promotion. Depending on the context of the interaction, contact with family ties may have positive or negative consequences. involuntary contact with family ties or contact under strained conditions can have detrimental effects on older adults' health (Antonucci, Akiyama, & lansford, 1998; litwin, 2001; Seeman, 2000; Sherwood, Given, Given, & von Eye, 2005; Umberson, 1992) . For example, older adults who visit with parents less eagerly or coreside with children involuntarily will not gain the same health benefits from this contact. in addition, if an older adult and his/her aging parent receive few retirement benefits, then care responsibility falls to individuals and families and may strain family relationships. in this case, contact with an aging parent, child, or coresiding child may not promote health. in sum, the presence of older adults' family ties does not inherently translate into social resources (Wellman, 1981) , but these family ties have the potential to promote health in certain contexts.
Cross-National Variation in Family Ties
Nation-level characteristics, such as culture or policy/ economics, may act as context that shapes the relationship between family ties and health. According to a life course perspective, individuals are embedded in historical contexts of culture and policy/economics that can vary by nation or global region (Elder, 1985 (Elder, , 1995 . Therefore, examining nation-level patterns of culture regarding the family and economic support for older adults offers a new direction for exploring variation in the relationship between family ties and health.
Variation in familistic culture.-Cross-national examinations of the relationship between family ties and health reveal generally positive outcomes (Fernandez-Ballesteros, 2002; Golden et al., 2009; Hank & Stuck, 2008 ). Yet, family tie availability varies by nation and region (Kohli et al., 2009) . Previous studies suggest that Southern and Eastern European older adults place a stronger cultural emphasis on family ties compared with other European regions (Alber & Kohler, 2004; Mair, 2013; Tomassini & lamura, 2009) . Specifically, older adults in Southern Europe are more likely than those in Northern Europe to prefer family ties as a source of support in old age (Alber & Kohler, 2004; Mair, 2013) . Older adults in Mediterranean (Southern) regions are also more likely to have networks composed of family ties than older adults in non-Mediterranean regions (litwin, 2010) . Further, strong filial norms are empirically associated with adult children's assistance to older parents in a cross-national sample of mainly European nations including Norway, England, Germany, Spain, and israel (lowenstein & Daatland, 2006) . Eastern Europeans are also more likely to seek informal social resources than Northern and Western Europeans, who favor more formal social resources (Pichler & Wallace, 2007) . Although multilevel analyses on this topic are uncommon, one study used individual-level SHARE data and publicly available nation-level data to examine "need" for support, receipt of intergenerational support, and national cultural emphasis on the family (Kalmijn & Saraceno, 2008) . The investigators found that the relationship between need and receipt of intergenerational support was stronger in nations with a cultural emphasis on the family, suggesting that national familistic culture may contextualize family ties, but any effects of this process on older adults' health are unknown.
in sum, European nations vary significantly and somewhat consistently in their cultural emphasis on family ties (Kohli et al., 2009; Mair, 2013) . Further, the effect of family ties on health appears to vary cross-nationally in a predictable manner (Kalmijn & Saraceno, 2008) . Therefore, any evidence of cross-national variation in the relationship between family ties and health is often attributed to differences in culture. Although this theoretically grounded hypothesis is appealing, it has yet to be tested empirically with nation-level measures of culture.
Variation in public pension expenditures.-in addition to familistic culture, nation-level policy/economic characteristics (e.g., public pension spending) also vary crossnationally and have the potential to shape the relationship between family ties and health for older adults. As an extension of the life course perspective's contextual consideration of historical time and place, political economy of aging scholars are concerned with the multilevel influence of social structures such as public policy, economics, and retirement benefits as they relate to older adults and their families (Estes, 2001; Guillemard, 2000; Marshall, 2013; Walker, 2005) . Specifically, political economy of aging scholars emphasize declining state-based support for older adults cross-nationally and argue that the retrenchment of such supports places the economic and emotional burden of caring for aging populations on individuals and family members. Therefore, the extent of public pension support offered by the state may shape the relationship between family ties and health. For example, high public pension spending may alleviate the financial burden on individuals and families and strengthen the relationship between family ties and health. On the other hand, low public pension spending may enhance strain within the family and weaken the health benefits of family ties. Although this hypothesis
has not yet been empirically tested, some studies indicate a connection between public pension policies, family ties, and health.
First, welfare state provisions may alleviate financial burdens on individuals and therefore indirectly enhance well-being. Cross-national studies with large samples MAIR of nations (42-98 countries) indicate that welfare state social expenditures and redistributive pension policies are associated with increased life satisfaction (Calvo, 2009; Haller & Hadler, 2006) . Second, higher public pension spending, specifically, may alleviate burdens from family and therefore enhance the quality of contact between older adults and family ties. A recent multilevel analysis of SHARE data found that older adults in nations with generous public pension spending are more likely to utilize formal care options rather than rely on informal care, such as that from family (Suanet, van Groenou, and van Tilberg, 2011) . in addition, a study comparing loneliness among Jewish older adults in the Ukraine and Russia found that Jewish Ukrainians had less family and were lonelier but may also depend less on family due to strong state-based support in the Ukraine (iecovich et al., 2004) .
in sum, studies of the effects of public pension spending on the lives of older adults and their families are limited. There is evidence that pension spending is associated with lower utilization of family-based care for older adults (Suanet et al., 2011) as well as better health (Calvo, 2009; Haller & Hadler, 2006) . Theoretically, these separate empirical findings may be connected as part of a shared process. Higher public pension expenditures may alleviate financial or caregiving burden from individuals and families, thereby promoting the positive effect of family ties on health. However, no study to date has empirically tested whether nation-level public pension spending moderates the relationship between family ties and health.
Research Questions and Hypotheses
This article explores the following research questions: Are family ties positively associated with health in a sample of older Europeans? is the association between family ties and health moderated by national familistic culture and public pension spending?
Previous literature suggests that family ties are associated with better health for European older adults (Hypothesis 1). Yet, theoretical and empirical cross-national comparisons of the relationship between family ties and health indicate variation by national culture and policy/economics. Thus, national characteristics may moderate the relationship between family ties and health. Specifically, individuals in nations with low familistic culture may have a weaker association between family ties and health, whereas individuals in nations with high familistic culture may have a stronger association (Hypothesis 2). Further, financial or caregiving burden may reduce the positive effect of family tie contact on health, but generous public pension spending may alleviate that strain. Therefore, older adults in nations with high public pension spending may have a stronger association between family ties and health, whereas individuals in nations with low public pension spending may have a weaker association (Hypothesis 3).
Method

Data
This article analyzes a uniquely created multilevel data set drawn from publicly available sources. individual-level data come from Wave 2 of the Survey of Health, Ageing, and Retirement in Europe (SHARE, 2006 (SHARE, /2007 , a crossnational panel study of older adults (aged 50 and older) in 14 European nations (Poland, Czech Republic, Spain, italy, Greece, Germany, France, Austria, Belgium, Netherlands, Switzerland, ireland, Sweden, and Denmark). SHARE is the ideal data source for this study's aims because it includes extensive measures of health, family, and caregiving and can be easily combined with aggregated nation-level data from public sources. The present analysis combines individual-level SHARE data with nation-level data from the Organisation for Economic Co-Operation and Development (OECD, 2010) and an aggregated sample from SHARE's drop-off survey, yielding an analytic sample of 30,291 older adults in 14 nations.
Measurement
Dependent variable: Health.-This article explores three health outcomes: self-rated health (reverse coded), depression, and chronic conditions. Higher values indicate poorer health for all dependent variables. Self-rated health ranges from 0 to 4 (0 = excellent, 1 = very good, 2 = good, 3 = fair, 4 = poor). Studies demonstrate that self-rated health is a comprehensive and reliable measure of health for diverse populations (idler & Benyamini, 1997) . Depression ranges from 0 to 12 and is measured with the EURO-D scale, a reliable and valid measure of depressive symptomology (e.g., Cronbach's alpha = .72; ladin, 2008) commonly used in studies of European health (Castro-Costa et al., 2008; Prince et al., 1999) . The EURO-D is a summation scale that assesses whether or not over the last month (1 = yes, 0 = no) respondents have experienced feelings of depression, pessimism, suicidal wishes, guilt, trouble sleeping, loss of interest, irritability, loss of appetite, fatigue, loss of concentration, loss of enjoyment, and/or tearfulness. Chronic conditions range from 0 to 16 and count the number of chronic diseases diagnosed by a physician over the last year among the following: heart attack, high blood pressure/hypertension, high blood cholesterol, stroke, diabetes/high blood sugar, chronic lung disease, asthma, arthritis, osteoporosis, cancer, stomach ulcer, Parkinson's disease, cataracts, hip/ femoral fracture, other fractures, or Alzheimer's disease/ dementia/senility.
Independent variables:
Family ties, familistic culture, and public pension spending.-Family ties are measured as four dichotomous SHARE variables (1 = yes, 0 = no): (a) married/partnered; (b) has at least monthly contact with parent (those with no living parent are scored as zero); (c) has children (biological, fostered, adopted, and/or stepchildren); (d) has coresident children (childless respondents are coded as zero).
Nation-level measures include familism (SHARE) and public pension expenditures (OECD). The nation-level measure for familism was created by aggregating individual level from the SHARE drop-off survey (a leave-behind survey given to respondents after the core interviewerled questionnaire). SHARE respondents in the sample complete the drop-off survey only once in either Wave 1 or Wave 2. Respondents were asked, "in your opinion, whothe family or the State-should bear the responsibility for...Personal care for older persons who are in need such as nursing help or help with bathing and dressing?" Each nation received an aggregate score of familism based on the percent of people who believed the family should be "totally" or "mainly" responsible. Both waves of data were used to create the aggregated score except in the case of Greece, Czech Republic, Poland, and ireland where only a single wave of drop-off survey data was available. Public pension spending was drawn from OECD data on nations' expenditures on public pensions as a proportion of GDP over a 15-year period (1990) (1991) (1992) (1993) (1994) (1995) (1996) (1997) (1998) (1999) (2000) (2001) (2002) (2003) (2004) (2005) . These data points were averaged for each nation to create a score for public pension expenditure at the nation level.
Covariates.-The following covariates were included to adjust for factors known to influence older adults' health including sociodemographics, socioeconomic status, health behaviors, and activity: (a) age of respondent (and age squared, to account for the potential curvilinear relationship between age and health); (b) sex (1 = female, 0 = male); (c) lives in a rural area (1 = yes, 0 = no); (d) nativity (1 = foreign born, 0 = native born); (e) education (international Standard Classification of Education, or iSCED-97; due to significant missing data for income, education serves as a proxy for socioeconomic status); (f) employment (1 = employed, 0 = unemployed); (g) pays for visits to the physician (pays entirely or mostly for visits to a general practitioner, surgery, or inpatient/outpatient rehabilitation; 1 = yes, 0 = no); (h) drinks alcohol daily (1 = yes, 0 = no); and (i) activity participation over the last month (a summation scale of six dichotomous measures that assess whether or not an individual has participated in voluntary/charity work, help to a friend/neighbor, education/training event, sport/social/other club, religious organization activities, or political/community organization).
Analysis
Analyses were conducted using multilevel linear models, which estimate variation at the individual and nation level, and allow for a more accurate estimation of standard errors and coefficients compared with OlS regression (Raudenbush & Bryk, 2002) . Because measures for depression and chronic conditions were skewed, all models were also tested using a Poisson distribution. The direction and significance of the effects were the same. Therefore, linear model results are shown for ease of interpretation. Simplified versions of the equations are listed subsequently. All continuous independent variables and covariates are grand-mean centered. First, the individual-level equation models the direct effect of family ties (level 1) on health (level 1). Here, r ij is the residual error term and allows for variation among individuals across nations. in the combined model, γ 00 represents the intercept (mean) for individuals across all nations and γ 10 (family ties) ij represents the average effect of family ties on health for the ith person in nation j. Second, the nation-level equation models the effects of national characteristics (level 2) on health (level 1). Because the sample includes only 14 nations, degrees of freedom are limited, and the models allow only one nation-level variable at a time. Thus, γ 01 (national characteristics) j in the combined model represents the average effect of a national characteristic on the intercept (mean) of health. Third, the nation-level and combined equations model the moderating effect of national characteristics (level 2) on the association between family ties (level 1) and health (level 1). in the nation-level equation, ß 1j assesses if nation-level characteristics affect the slope of individuallevel family ties. in the combined model, γ 11 (family ties) ij × (national characteristics) j indicates the effect of national characteristics in nation j on the slope of family ties or on the relationship between family ties and health, for the ith person in nation j.
Individual 
Results
Descriptive
Average self-rated health, depressive symptoms, and chronic conditions for the pooled sample are 2.08, 2.27, and 1.62, respectively (Table 1) . Self-rated health follows a general gradient across regions from East, South, West, and North (highest to lowest) although there is variation by nation (Table 2) . Cross-national patterns of depression and chronic conditions reveal poorer health in Eastern and Southern Europe (with the exception of Greece). Marriage/partnership is high across all nations and the percent of individuals who have monthly contact with a parent ranges across regions. Most individuals have children (85% or higher), while coresidence with children is more common in ireland and Southern Europe (ranging from 41% to 48%). Respondents from Eastern and Southern Europe report above average familism (30%-66%), whereas Western and Northern Europe report lower levels of familism (2%-28%). Public pension spending varies with parts of Western and Southern Europe scoring relatively high (e.g., Austria, Germany, and italy at 11%-12%), whereas other nations in Northern and Western Europe spend the least (e.g., ireland, Netherlands, and Denmark at 3%-5%).
Multilevel
Individual level.- Table 3 examines the relationship between family ties and poor health without covariates (Models 1-3) and with covariates (Models 1A-3A). Models with covariates are a better fit to these data as indicated by statistically significant likelihood ratio tests and according to AiC and BiC fit statistics (Raftery, 1995) .
Overall, the relationship between family ties and health is mixed (Table 3) . Being married/partnered is associated with better health for all outcomes (Models 1, 2, and 3) , net of all controls (Models 1A, 2A, and 3A). Monthly contact or more with a parent is also statistically significantly linked to better health (Models 1, 2, and 3), an effect that holds only for self-rated health and chronic conditions when covariates are added (Models 1A and 3A) . Coresidence with children is associated with more depressive symptoms, net of controls (Model 2A).
Nation-level main effects.- Table 4 displays the results of the full models with nation-level predictors added (covariate estimations not shown). The addition of nationlevel measures in Table 4 does not statistically significantly improve model fit compared to Table 3 . Therefore, neither nation-level familistic culture nor nation-level public pension spending has a direct, main effect on health. in all models, comparisons of between-and within-group variance parameters indicate that only a small fraction of variance in individuals' health (1%-7%) exists between countries.
Cross-level interaction effects.-Although nation-level measures do not have a main effect on older adults' health, nation-level familism and nation-level public pension Notes. Standard errors shown in parentheses.
MAIR
a Models include age, age squared, female, foreign born, lives in rural area, education, household income, employed, pays for physician visits, drinks alcohol daily, and activities/month. b likelihood ratio tests indicate statistical significance of Table 4 models compared with full models in Table 3. #p ≤ .10. *p ≤ .05. **p ≤ .01. ***p ≤ .001.
spending have a small but statistically significant moderating influence on the relationship between family ties and selfrated health as well as family ties and depressive symptoms. Further, when predicting self-rated health and depressive symptoms, models with cross-level interaction effects are the best fit to these data according to likelihood ratio tests and comparison of AiC and BiC fit statistics (Raftery, 1995) . Table 4 displays models with cross-level interaction effects. Figure 1 illustrates cross-level interaction effects for models predicting self-rated health and depressive symptoms based on 1 SD above or below the sample mean. For simplicity and clarity, only statistically significant effects with a consistent pattern across health outcomes are shown and discussed.
Older adults in nations with low to medium familistic culture have a weak and inconsistent association between contact with a parent and health ( Figure 1A) . However, individuals in highly familistic nations display a small, but consistent pattern. in nations with high familism, the relationship between monthly contact with a parent and better health is strongest. Familism also moderates the association between having coresident children and health ( Figure 1B ). Having coresident children is weakly and inconsistently (if at all) associated with health for older adults in nations with medium to high familism. However, for older adults in nations with low familism, having coresident children is associated with poorer health.
Public pensions have a small but statistically significant moderating effect on the relationship between living with children and health ( Figure 1C ). Although there is virtually no effect in nations with medium to high public pension spending, having coresident children is associated with poorer health for older adults in nations with low public pension spending.
Discussion
Family Ties: Benefits and Risks
Overall, European older adults' family ties are associated with health-but not always better health. The relationship between family ties and health depends on the type of family tie examined, which provides mixed support for Hypothesis 1. Spouses/partners and parents are consistently linked to better health. The positive effect of having a spouse/partner tie is consistent with previous research documenting the benefits of marriage/partnership, particularly for older adults (Connidis, 2010) . in addition, due to intergenerational inequity in giving patterns (as previously discussed, Bӧrsch-Supan et al., 2008) , it may be that parent ties are more likely to yield supportive resources to the respondent compared with child ties.
Relatedly, having coresident children is associated with poorer health, net of parents' functional limitations that may necessitate coresidency. Older adults' ties to coresident children are distinct in that they may capture involuntary aspects of linked lives. A generally healthy parent with no medical need to coreside with a child for personal care may enter into coresidency due to a child's job loss or family disruption. in this scenario, coresidence may represent the older adult acting as a resource for the child rather than the child supporting the parent. The association between having a coresident child and poorer health in this analysis underscores previous literature that highlights the negative effects of close family relationships (Antonucci et al., 1998) . However, the potential health risk of coresidence does not exist in all national contexts.
Diverse Effects of Family Ties in Context
Culturally matching and mismatching family ties.-Results from this study provide preliminary empirical evidence that national familistic culture may modestly contextualize the association between family ties and health for European older adults (Hypothesis 2). As predicted, the relationship between older adults' family ties and health is stronger and more likely to be positive in familistic nations, such as those in Southern and Eastern Europe. in this cultural context, intergenerational coresidence and proximity are more common, likely leading older adults to expect and receive more interactions with adult children and aging parents. Although the effects are small and the greatest amount of variation in health is within and not between nations, contact or coresidence with family ties may form a tighter "match" to expectations in familistic nations, which may result in more supportive relationships and consequently health benefits.
Family ties in nonfamilistic nations, however, tell a different story. The moderating effects of low familism on the relationship between family ties and health are weak, inconsistent, and sometimes negative. in these nations, older adults may be less likely to expect intense family contact. in nations where familism is less normative, such as Northern and Western Europe, coresidence may be more likely to be involuntary. Although the results of this study indicate that health is primarily driven by individual-level factors, potential mismatch between national cultural norms and the experience of coresidence (which may also include grandchild care) may cause family strain and additional health risk from the macrolevel. The dichotomous measures of family ties used in this analysis are limited, but the results reveal a preliminary empirical pattern of coresidence and poorer health in nonfamilistic nations. These findings are consistent with the life course perspective's theorization of linked lives as embedded in historical time and place, yet offer a specific characterization of that context-familistic culture, or lack thereof.
Lower public pensions and potentially higher family financial burden.-Finally, national public pension spending may also modestly contextualize the effect of family ties, offering partial support for Hypothesis 3. Although coresidence has little to no association with health for older adults in nations with high pension spending, there is a weak association between coresidence and poorer health for older adults in nations with low pension spending, such as Northern Europe and parts of Western Europe. it is possible that older adults in nations with fewer pension supports face a stronger financial burden for their own care. Further, this financial responsibility may also fall to coresident children in the absence of strong state-based programs. in these circumstances, coresidence may be due to financial necessity and/or the relationship between older MAIR adults and coresident children may be strained. Therefore, although health varies primarily at the individual level, financial strains on family ties at the nation level may lead to a weak negative effect of family ties on older adults' health. However, as the political economy of aging perspective notes, lower national public pension spending does not necessarily indicate financial disenfranchisement, as many Northern European nations shifted toward privatized, individualized retirement plans.
Limitations and Suggestions for Future Research
Despite the unique contributions of this study, it contains three limitations that should be addressed in future research. First, this analysis is cross-sectional and therefore cannot address issues of reverse causality related to family ties and health (e.g., unhealthy parents are more likely to live with children). Sensitivity analyses with additional health controls (results available on request) suggest that the moderating effect of familism remains, but future studies should continue to examine this relationship as new waves of SHARE become available.
Second, this study uses dichotomous measures of the presence of absence of family ties as a straightforward means of assessing a complex multilevel relationship. However, these dichotomous measures cannot capture known intricacies of kin relationships, such as intergenerational solidarity and actual transmission of support, which likely differ by nation and region. Further research is needed regarding the interplay between family expectations, affection, and resources on older adults' health from a multilevel perspective.
Third, the choice of nation-level measures in this analysis was motivated by growing theoretical and empirical literature that emphasizes regional differences in familism and public pension expenditures in Europe. Yet, the association between family ties and health may also be statistically moderated by other nation-level factors. For example, economic development is associated with less traditional family values (inglehart & Baker, 2000) and more privatized pension options (Estes, 2001) . However, the concept of "development" is broad and conceptually nonspecific compared with culture and policy/economics. Although development may alter culture and policy/ economic factors over time, familism and public pension spending are two mechanisms that are specifically theorized to shape family ties and health. Therefore, future studies should continue to dig deeper beneath broadly defined concepts of "development" and "region" to identify theoretically relevant and empirically specific national measures that may explain cross-national variation in the health of older adults. Despite these limitations, this study offers modest but consistent empirical evidence that familistic culture and public pension spending contextualize the relationship between family ties and health for older adults in Europe.
Conclusion
This study is the first to examine the moderating effect of nation-level familism and public pension spending on the relationship between European older adults' family ties and health. Following speculation in the literature about the role of familism and public pensions, the results of this multilevel study offer preliminary evidence that these factors condition the relationship between family ties and health in an empirically meaningful and theoretically relevant manner. Although health is driven primarily by individual-level factors, finding empirical evidence of modest nation-level effects is an important contribution to scholars' knowledge of health promotion, which can inform policy aimed at enhancing older adults' health. in the short term, matching cultural expectations to family ties and minimizing financial burden on families may enhance well-being. in the long term, however, potential solutions are not simple. Familistic nations and nations with decreased funding to public pension systems will need to address persistent issues of inequality in family care (e.g., intense caregiving expectations for women in familistic nations) and welfare state retrenchment (e.g., heightened individual risk). With growing availability of cross-national, individual-, and nation-level data, gerontologists should continue to explore these themes in an effort to promote positive family ties and health for older adults.
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